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The very existence of ethics consultation reflects both the increasing com-

plexity of modern medicine’s ethical questions and our discomfort with the 

prospect of answering them alone. Two developments in the past century 

were instrumental in driving the development of ethics consultation—

organ replacement therapy and intensive care. With the proliferation of 

extreme life-prolonging measures came the thorny difficulties in the with-

drawal of such services or rationing when resources were poor. Insofar as 

“someone must,” lamented Dr. Karen Teel (a pioneer of ethics consultation), 

the physician “is charged with the responsibility of making ethical judg-

ments which we are sometimes ill-equipped to make.” More than anything, 

ethics consultation has come to best satisfy a central desire of American 

health care—sharing the responsibility for tough decisions. 

T
oday, ethics consultants are an important component of 
American health care delivery. Th ey are found in 81% of 
hospitals and 100% of those with more than 400 beds. In 
one year (2006), 29,000 individuals performed 36,000 

consultations, devoting 314,000 hours (1). By one account, 
ethics consultations are performed for 0.16% of all hospital 
admissions (2). In a relatively short time, a novel discipline has 
emerged and thrived in American hospital wards.

Born to serve the dual and reinforcing fears of futile care and 
medicolegal liability, the ethics consult has come to refl ect both 
the increasing complexity of medicine’s ethical questions and 
our discomfort with the prospect of answering them alone. Th e 
practice of ethics consultation developed slowly in the 1970s and 
1980s, was essentially fully formed by 1987, and has proliferated 
since. It is now nearly ubiquitous (1). Th en, as now, the matters 
of standards, credentials, and how we evaluate consultation are 
very controversial. Yet, despite the lack of clarity about funda-
mental aspects of this enterprise, ethics consultation fl ourishes. 
More than anything, ethics consultation has come to best satisfy 
a central desire of American health care—sharing the responsi-
bility for tough decisions. Herein, this historical study of ethics 
consultation examines the practice’s roots, the forces that shaped 
it, and the people responsible for its development.

MEDICAL ETHICS
Clinical ethics consultation is a relatively novel service 

that developed within the broader history of medical ethics. 
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Th e history of contemporary medical ethics—rich, broad, 
and mostly outside the bounds of this inquiry—began in 
1802. Th omas Percival, an English physician, coined the term 
“medical ethics” in a widely circulated pamphlet wherein he 
unilaterally codifi ed the professional ethic of doctors. Th e 
Percivillian code—which formed the basis for the American 
Medical Association’s code of ethics—asserted the moral au-
thority and independence of physicians in service to others, 
affi  rmed the profession’s responsibility to care for the sick, and 
emphasized individual honor (3). Th e rigorous study of how 
this code translated to practice began in earnest as recently as 
the 1950s. Joseph Fletcher’s Morals and Medicine (1954) was 
the fi rst major work to closely examine the “knotty issues” of 
medicine, old (e.g., euthanasia) or new (e.g., artifi cial insemi-
nation) (3, 4). Fifteen years later, Paul Ramsey, a theologian, 
was the fi rst to lay out a systematic approach to these issues 
that became known as bioethics. As he wrote in his seminal 
work, Th e Patient as a Person (1970), “I could put my questions 
to experts in many fi elds of medicine, overhear discussions 
among them, and begin to learn how teachers of medicine 
. . . themselves understand the moral aspects of their practice” 
(5, 6). Meanwhile, the discussion that Paul Ramsey began in 
the academy was slowly developing in the clinic. In 1949, 
Catholic hospitals began forming “medicomoral committees” 
to discuss and maintain Catholic values in health care delivery 
(7). Th e concept of an ethics committee, however, was slow 
to take a widespread hold. 

THE PHYSICIAN’S DILEMMA AND THE ETHICS COMMITTEE
Notwithstanding the infancy of medical ethics, medi-

cal technology—and with it the scope and reach of medical 
interventions—was advancing spectacularly. By the mid 20th 
century, there were several signs that medical technology had 
outstripped the capacity of individual physicians to confi dently 
navigate clinical medicine’s ethical quandaries. Two develop-
ments were instrumental—organ replacement therapy and 

Consults for conflict: the history of ethics consultation
Elliot B. Tapper, MD

Proc (Bayl Univ Med Cent) 2013;26(4):417–422



intensive care. Together, they led directly to the formation of 
ethics committees and, later, ethics consultation. 

In 1960, Belding Scribner’s Tefl on arteriovenous shunt en-
abled outpatient hemodialysis for the fi rst time. Immediately, 
there was far more demand for this procedure than supply. 
Concerned about fairness in rationing, the Seattle Artifi cial 
Kidney Center founded an “Admissions and Policy Committee.” 
Composed of a minister, a lawyer, a businessman, a homemaker, 
a labor leader, and two physicians, this committee chose the pa-
tients who received the available dialysis slots. Shana Alexander, 
the journalist who immortalized the so-called “God-Squad” in 
her blockbuster Life magazine article, declared that “they decide 
who lives, who dies.” A central theme in her interviews was the 
need to share in the responsibility of such weighty decisions. 
Indeed, Alexander sympathized with the hospital, arguing that 
“the medical fraternity should share the burden [of these deci-
sions] . . . otherwise society would be forcing the doctors alone 
to play God” (8). 

Dialysis and, later, the advent of renal transplantation raised 
the stakes on medical decisions at the end of life, for both those 
patients with and without a chance for survival. Accordingly, in 
1968, Harvard famously commissioned a committee to provide 
a “defi nition of irreversible coma” (9). Th e fact of this report on 
“brain death” spoke not only to the problem of organ supply 
and determining from which bodies it is appropriate to har-
vest organs but also generalized diffi  culties in knowing when 
to terminate “life support.” As they wrote, “Obsolete criteria 
for the defi nition of death can lead to controversy in obtain-
ing organs for transplantation.” At the same time, intensive 
care or “improvements in resuscitative and supportive measures 
have led to increased eff orts to save those who are desperately 
injured.” Th ese eff orts place a diffi  cult burden on patients, “on 
their families, on the hospitals and on those in need of hospital 
beds already occupied by these comatose patients” (9).

Indeed, the linchpin in this history is the intensive care 
unit (ICU) and the technical advancements thereof. With 
the proliferation of extreme life-prolonging measures came 
the diffi  culties in the withdrawal of such services. In the con-
text of a litigious society, a worry quickly developed about 
the consequences in withdrawing life support. Th ere was a 
pervasive sense that physicians were duty bound to provide 
universal cardiopulmonary resuscitation and support. Th ese 
were procedures whose benefi t was a given, and thus the failure 
to provide them “might invite civil suits or criminal prosecu-
tion” (10). It was easy to start life support but stopping it or 
withholding it proved trickier. Patients were just as uneasy 
with life support. In 1969, the fi rst “living will” emerged and 
slowly gained popularity (11). 

End-of-life decisions in the ICU took on a fundamentally 
legalistic character which, in turn, led to the creation of ethics 
committees. Dr. Karen Teel, a pediatrician at the Children’s 
Hospital of Austin, saw physicians “faced with the reality of 
a no-win situation.” Insofar as “someone must,” the physician 
“is charged with the responsibility of making ethical judgments 
which we are sometimes ill-equipped to make.” “In good faith, 
he acts,” “assuming a civil and criminal liability.” Teel referred to 

the “God Squad” (as Seattle’s committee was known colloqui-
ally) and argued that all hospitals ought to provide a mechanism 
to share in the responsibility of such tough decisions, one that 
would “provide a regular forum for more input and dialogue 
in individual situations and . . . allow the responsibility for 
these judgments to be shared.” Crucially, she published these 
thoughts in a 1975 article entitled “A Physician’s Dilemma” in 
a law review journal (12).

As it happens, shortly thereafter, the Karen Ann Quinlan 
legal saga was coming to a close. As a frail college student in 
New Jersey, Ms. Quinlan aspirated after an accidental over-
dose of benzodiazepines and alcohol, resulting in a persistent 
vegetative state. Her parents eventually decided to terminate 
ventilation. Her doctors, however, worried about the impli-
cations and resisted. Th e result was a defi nitive, landmark 
legal battle. Judge Richard J. Hughes presided and ruled the 
extubation legally sound. And in setting this precedent, he 
cited Teel, urging all hospitals to adopt her proposal for an 
ethics committee (13). 

Ethics committees appeared around the country but were 
not successful in addressing their motivating concerns. Th e Beth 
Israel Hospital in Boston was a leader, forming an ad hoc com-
mittee of physicians and nurses to help treating physicians de-
termine if a “do-not-resuscitate” order was appropriate for those 
patients who were competent to choose and not “irreversibly 
and irreparably ill” (14). It could be left to the physician alone 
to discuss the order with the committee, if the patient was, in 
fact, irreparably ill. Th is committee indirectly addressed the 
fear of litigation by sharing responsibility. Above all, it served 
to mitigate for treating physicians the feelings of guilt and un-
certainty bound up in forgoing resuscitative measures (personal 
correspondence, Dr. Rabkin). Across town, the Massachusetts 
General Hospital organized the “Optimum Care Committee” to 
address the care of the hopelessly ill patient and the utilization 
of critical care resources. Its mandate, far more expansive than 
Beth Israel’s, was to determine “what would be the best thing 
to do for the patient” (15). Controversy followed with many 
unanswered philosophical questions: To what end? In whose 
service? Who joins? What sort of background was required for 
membership? (16, 17).

No one had satisfactorily addressed the concerns of confl ict 
of interest and authority before the fact of the committee, let 
alone what an ethics committee would actually do on a day-
to-day basis. Th is had practical consequences. For example, the 
ethics committee at Montefi ore Medical Center was established 
in 1977, quickly became a “discussion group,” and fl oundered 
“because of lack of clear direction well into the 1980s” (18). 
Furthermore, there remained a widespread concern that the 
removed committee was an inappropriate mechanism to solve 
the dilemmas of the bedside (17). Five years into the committee 
era, the fear of legal liability had only worsened. One observer 
remarked, “It has become almost impossible for some classes 
of patient to die without a court order” (19). Hospitals began 
deliberately choosing to not start new committees (20). In 1982, 
only 1% of US hospitals had adopted ethics committees (21). 
Th e physician’s dilemma persisted. 

 Baylor University Medical Center Proceedings Volume 26, Number 4418



419

“PSYCHIATRIC CONSULTATION MASKING MORAL DILEMMAS 
IN MEDICINE”

Confronting modern ethical dilemmas alone at the bedside, 
clinicians yearned for support. For this, they often turned to 
psychiatrists, asking consultants to weigh in on what turned out 
to be fundamentally ethical troubles. Clinicians began using the 
accessible language of psychiatry to frame their dilemmas. Dr. 
Mark Perl, a psychiatrist, exposed this practice with a case series in 
the New England Journal of Medicine. One patient with metastatic 
osteosarcoma refused treatment. Her oncologist consulted Perl for 
the management of “depression.” Another case involved a brain-
dead patient whose wife refused organ donation, preferring to 
take him home on a ventilator. Th e neurosurgeon consulted Perl, 
again to manage her depression. Perl argued that the mechanism 
of psychiatric consultation was inappropriate for these confl icts 
and therefore declined to “lend authority to another physician in 
infl uencing a patient’s decisions (so as to conform to that physi-
cian’s desires)” (22). Th ere was a growing demand for a consultant 
to sort out clinical ethical questions.

THE ETHICISTS
Across the country, a small group of “ethicists” began to off er 

consultations. Professional ethicists—academics trained in various 
disciplines of the humanities—were increasingly available on hos-
pital campuses. Largely, they were teachers of medical students, 
asked to guide students through the ethical questions engendered 
by the modern physician’s dilemma. Indeed, the proliferation of 
ethicists occurred concomitantly with the above developments 
during the 1970s: in 1972, 4.2% of medical schools had formal 
medical ethics curricula, and by 1982, 72.8% did; that percent-
age has remained about the same (78% in 2004) (23, 24). Th e 
pioneers of the fi eld at this time included John Fletcher (philoso-
pher; National Institutes of Health), William Winslade (lawyer 
and psychoanalyst; University of California at Los Angeles), John 
Golensky (minister; California), Ruth Macklin (philosopher; 
Albert Einstein), among many others. Foremost in this group 
was the philosopher Albert Jonsen. It is likely that he was the fi rst 
ethicist at the bedside sometime in the early 1970s at the Uni-
versity of California at San Francisco, where he taught ethics to 
medical students when Dr. William Tooley (neonatologist) asked 
Jonsen to initiate bedside teaching in the neonatal ICU (personal 
correspondence, Dr. Jonsen). Jonsen is also responsible for train-
ing many of the most important fi gures in the fi eld, including 
Bernard Lo (University of California at San Francisco) and John 
Golensky. Golensky, in turn, was responsible for developing eth-
ics consultation services in countless hospitals across the nation, 
including those within the Kaiser Permanente system (personal 
correspondence, Dr. Golensky). Th ese ethicists were busy and 
they were in demand.

Th e fi rst ethics consultation in the published record was 
conducted by such an ethicist. Dr. Ruth Purtilo, a professor 
of ethics and physical therapy at the University of Nebraska, 
published her case in the New England Journal of Medicine. Th e 
patient was a critically ill neonate with gastroschisis. Her con-
sultation “entailed an in-depth analysis of the moral obligations, 
rights, responsibilities, and considerations of justice that bear 

on the infant’s situation” (25). She helped the physicians work 
through their thoughts, ultimately providing “reassurance that 
the clinicians had all the pertinent ethical data needed for as-
sessing the ethical problem.” Confi rming the problem with 
committees, she lamented that “in our hospital, most cases in 
which a clinician can benefi t from a sympathetic and skilled 
ethicist never reach the committee” (25). Consulting ethicists 
provided one solution to the physician’s dilemma.

CLINICAL ETHICS 
Meanwhile, in Chicago, Dr. Mark Siegler became the direc-

tor of the University of Chicago’s new medical ICU in 1972. 
Quickly he found that “there was no place to send my housestaff  
and students to fi nd answers” to the troubling questions engen-
dered by intensive care (26). He was not alone. While increasing 
numbers of nonmedical academics were specializing in medi-
cal ethics, starting journals (Hastings Center Report, 1971) and 
departments (Kennedy Center at Georgetown, 1971), these 
people were predominantly concerned with theory. Th ere was 
a critical gap for practicing clinicians seeking guidance in eth-
ics. Th e Kennedy Center began off ering immersion courses in 
medical ethics. However, in the words of one observer, they were 
“long discussions on rather esoteric, theoretical and philosophi-
cal problems, at the expense of more practical topics of interest 
to the average physician” (27). Th e fi eld of biomedical ethics 
often had little to do with day-to-day medicine. Its “language 
of theory was not helpful in resolving the dilemmas of practice” 
(26). Disturbed by “the lack of involvement by physicians” in 
biomedical ethics, Siegler brought a refocus on physicians and 
their training to tackle the dilemma (28). Th is was revolution-
ary. “It is clear by now,” he observed, “that medicine has merely 
reacted to, rather than anticipated or participated in, most major 
developments in biomedical ethics” (28). Th e medical establish-
ment was trying to divide the clinical from ethical by fostering 
a class of ethical arbiters. Siegler spoke out against this. “Th e 
distinction that is to be made between clinical decisions and 
ethical ones is an invidious, but unfortunately misguided, one.” 
Th e treating physician, ultimately accountable to the patient, 
cannot “rely on the false courage of the noncombatant” (28). 
Medicine, more “than a technical service delivered like auto-
repair or plumbing,” has inextricably linked technical and ethi-
cal dimensions (29). 

In 1978, Siegler coined the phrase “clinical ethics” in a paper 
where he argued that “whatever else medical ethics is, it must 
have something to do with the practice of clinical medicine” 
(30). Siegler’s clinical ethics is an approach to the diffi  cult ques-
tions of patient care that is a fundamentally bedside procedure, 
aimed at bedside clinicians. He saw the solution to the “physi-
cian’s dilemma” in education and training. He was, from the 
outset, inspired by the words of Sir William Osler:

In what may be called the natural method of teaching, the 
student begins with the patient, continues with the patient, 
and ends his study with the patient, using books and lectures as 
tools, as means to an end. . . . Th e best teaching is that taught 
by the patient himself (30).
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Siegler’s model of clinical ethics begins and ends with 
the patient, its aims derivative of and guided by the patient-
doctor relationship. Th is puts Siegler at odds with the pre-
vailing concept of medical ethics, wherein nonphysicians 
were providing the bulk of the consultations. Siegler’s vision 
involves training physicians to conduct ethical medicine and, 
perhaps, to involve trained physicians as ethics consultants 
where needed. Th is confl ict has never been resolved but com-
promises have been made. Th us, in 1980, Siegler joined with 
Albert Jonsen and William Winslade to draft a pocket guide 
for clinical ethics aimed at all clinicians. Over 2 weeks, in 
Jonsen’s house overlooking the San Francisco Bay, they de-
veloped the famous “four box method” that importantly 
orients all ethical discussions to consider fi rst the medical 
indications, followed by patient preferences, quality of life, 
and other contingencies. Clinical Ethics (1982) is actually 
a step-by-step guide to the ethics of medicine organized by 
clinical scenario. Cases are presented—e.g., “Th e Problem 
Patient: Critically Ill”—the ethical dimensions are dissected, 
and recommendations are made (31). Clinical ethics con-
sultation, provided by a physician or not, now had a process 
and a manual. 

THE SOCIETY FOR BIOETHICS CONSULTATION
By 1985, far from having practice standards, it was still 

not even clear who should consult or what a consult should 
look like. To unite the pioneers of consultation, John Fletcher 
convened a conference on ethics consultation at the National 
Institutes of Health. Sixty-one people were in attendance; 31 
(51%) had PhDs, 8 (13%) had MDs, 8 (13%) had JDs, and 
14 had other degrees. Th irty-eight consultants participated 
in a survey on their practices. Nineteen (53%) kept records 
in the chart of their consultations, 8 (21%) made medical 
rounds, and only 11 (29%) were employed by hospitals with 
ethics committees (32). Th e most frequent issue encountered 
was “removal of life support in terminal cases.” Th irty-nine 
consultants participated in another survey about the confer-
ence itself. Th e group praised the conference for its “sharing 
of diverse experiences and ideas” and being “the beginning of 
attention to ethical consultants.” However, there were many 
criticisms, including a “lack of a formal discussion on what 
participants actually do with regard to consultation—their 
roles and aims.” One participant even asked, “Should this 
breed of technician be encouraged?” Th e most contentious 
issue was credentials. Indeed, the attendees were split across 
this fault line. John Golensky argued that consultants “needed 
credentials and defi ned skills,” while Siegler and his fellow, Dr. 
John La Puma, disagreed. La Puma emerged as the strongest 
advocate of the physician-as-consultant position. In the end, 
no compromise could be struck at this meeting (personal cor-
respondence, Dr. Golensky).

Eleven of the participants gathered at the National Insti-
tutes of Health in early 1986 and agreed to found the Society 
for Bioethics Consultation (SBC), the fi rst organization dedi-
cated to consultation. It had three aims: to sponsor confer-
ences, raise funds for training grants, and help organizations 

develop their own training programs. John Fletcher lamented 
in a memorandum that interested graduate students and pro-
fessionals had no one to guide them, that “no organized body is 
working on the problem. . . . Why not us?” Th e SBC planned 
three conferences across the nation between September 1987 
and March 1988. However, interest was very weak. Th e lack 
of cohesiveness at the prior meeting had dampened general 
enthusiasm for the society. So few had registered, including 
three of the 61 attendees of the 1985 conference, that all 
conferences were cancelled (archived memoranda, Moody 
Medical Library).

THE CLINICAL ETHICIST
In the mid 1980s, a young resident at the West Los Angeles 

Veteran’s Administration attended a grand rounds on clinical 
ethics by Dr. Bernie Lo. Th at resident was Dr. John La Puma. 
Today he is the “Chef MD.” At the time, he was an ethically 
minded resident invited to have lunch with Lo. At that lunch, 
Lo told him about a brand new sort of fellowship getting started 
up for people like him at the University of Chicago led by Mark 
Siegler. La Puma left for Chicago after residency as a member of 
the fi rst class of fellows at Siegler’s MacLean Center for Clinical 
Ethics (personal correspondence, Dr. La Puma).

During his fellowship, La Puma set up in a community 
hospital a weekly case conference to discuss clinical ethics with 
the ward clinicians and covertly promoted and developed his 
own consult service. Despite his work being informed at every 
level by Siegler, Siegler himself thought—at least at the time—
that ethics consults were intrusive and potentially harmful to 
the core relationship between the primary doctor and patient. 
Siegler believed that the primary doctor was the rightful tar-
get of clinical ethics education and interventions. Meanwhile, 
La Puma was working hard to legitimize the practice to his 
mentor. He collected 27 experiences which dealt, by and large, 
with fi nality and the do-not-resuscitate discussion. Th en, un-
beknownst to Siegler, he published them in the Western Journal 
of Medicine (33).

Perhaps owing to the strength of its foundations, the method 
that La Puma employed and reported for his consultations re-
mains essentially unchanged to this day. Two features of the La 
Puma-Siegler method ought to be highlighted. First, La Puma 
made sure to expand the social history, asking not how many 
packs per day but deeper questions about worldview to get 
at where the patient was coming from. Second, and crucially, 
unlike Jonsen and Purtilo before him, the consultant would 
do a physical exam and review laboratory values. True to the 
“four box method,” La Puma began by reviewing the chart and 
grounded his recommendations in the medical indications. Bor-
rowing the style and structure of a traditional medical consult, 
the La Puma-Siegler method lent immediate credibility to the 
ethics consult.

STANDARDS AND EVALUATION
By 1987, ethics consultation had matured. Th ere was a 

manual, a published record of experiences, a series of journals 
devoted to the subject, and a growing number of textbooks. 
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Little has changed since. Since 1992, the Joint Commission 
on the Accreditation of Healthcare Organizations has required 
all of its approved hospitals to construct means for resolving 
ethical confl icts. In 1996, a consensus statement was preparing 
describing the aims of consultation:

. . . a service provided by an individual consultant, team, or 
committee to address the ethical issues involved in a specifi c 
clinical case. Its central purpose is to improve the process and 
outcomes of patient care by helping to identify, analyze, and 
resolve ethical problems (34).

In 2000, a joint task force of the SBC and Society for Health 
and Human Values published the recommendations that nearly 
crushed the society in 1985. Th ey compromised, recommending 
that “individual consultants, teams, or committees should have 
the core competencies for ethics consultation,” that an “evalu-
ation of process, outcomes, and competencies is needed,” but 
that there “ought not to be any requirement for the certifi cation 
of individuals and accreditation of programs” (35).

Despite roughly 30 years of service, the issues addressed 
have not changed, with goals of care and medical futility rep-
resenting 54%, and withholding or withdrawing measures 
the focus of 52% of consultations at one center (36). And 
despite the task force recommendations, only 15% of all con-
sultations had any form of external review of their services 
(1). Meanwhile, 45% of consultants in one survey reported 
receiving only informal, on-the-job training, while 73% of 
consultants at pediatric hospitals reported informal training 
and 40% worked in hospitals without formal guiding policies 
(37). Th e literature still sees calls for studies to identify “indica-
tors that lead to ethics consultation . . . and the enumeration 
of the various ethical skills, such as dispute resolution, utilized 
during ethics consultation” (38). 

We are still trying to fi gure out how to evaluate ethics con-
sultation. In the past two decades, owing to amazing concerted 
eff orts, ethics consultation has been involved in two ambitious 
multicenter clinical trials, one of which was even randomized. 
Only one, however, showed that ethics consultation had any 
eff ect, measured by resource utilization in patients who would 
not survive to discharge (39, 40). It is not clear that ethics con-
sultation or committees can or even ought to be evaluated by a 
randomized trial (41). After all, it is possible that the greatest 
role of the ethics consultant is the sharing of responsibility, an 
eff ect that cannot be measured in patient outcomes.

CONCLUSION
Th e history of ethics consultation refl ects the developments 

of modern medicine. Ethics consultation is a hospital service 
providing support for clinicians that developed in response to 
the practical bedside diffi  culties inherent to the era of organ 
replacement/transplantation and brain death. Th e credibility of 
ethics consultants will be adjudicated less on the basis of their 
credentials than on their ability to address Karen Teel’s physician’s 
dilemma—to soothe the anxiety and share the responsibility for 
diffi  cult medical decisions. 
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